Although the current AIDS epidemic in India might (if recent predictions of its likely impact prove correct) drastically transform the situation, sexually transmitted diseases (STDs) have rarely in the past received the degree of attention their widespread distribution deserved. The reasons for this neglect, briefly stated, are these-the official preoccupation with "major" epidemic diseases with high mortality levels, the limited constituency addressed by (or accessible to) state medicine and public health services, and the powerful cultural, social and economic forces which have facilitated the spread of STDs while inhibiting their effective observation and control.
Historical epidemiology Some attempts have been made to identify syphilis and gonorrhoea in ancient Hindu (Ayurvedic) texts, but the evidence strongly suggests that syphilis at least was unknown-in India before the early sixteenth century. Some of the first references to the disease and its treatment are to be found in the Bhavaprakasa, a mid-sixteenth-century text, reputedly the work of Bhavamisra, an Ayurvedic physician at Benares. At that date, and for a long time subsequently, syphilis was known in India as firanga or firangi roga, terms which identified it with the firangis ("Franks") or Europeans. Whatever the origins of syphilis elsewhere, it seems probable that the disease was introduced to India from Europe by the Portuguese in the early sixteenth century.' By the early nineteenth century, when the British had gained ascendency over a large part of the subcontinent, syphilis was already widely disseminated, though the extent of its incidence can only be guessed at. In 1808 a British doctor in Mysore ranked syphilis next to smallpox as one of "the most destructive and most perilous disease [s] in India", and claimed that few middle-aged males were entirely free of it. ' Historically and statistically, STDs in India have posed two particular problems. The stigma attached to such diseases has, as elsewhere, encouraged their concealment while their apparently non-fatal nature has resulted in their virtual absence from the mortality data. Information on morbidity has always been seriously defective in India. Thus it was only in the army, where both the opportunities for observation and the political imperatives for detection and treatment The use of mercury by practitioners of India's indigenous medical systems to treat syphilis either followed the Europeans to India in the sixteenth century or arose from a similarly humoral understanding of physiology and therapeutics. In addition, some Indian physicians recommended the use of sarsparilla (a recent import from the Americas) or a preparation of neem (margosa) leaves, a drug widely employed and revered in Ayurvedic and folk medicine in India.22 Trials with salvarsan began in India soon after the discovery of the drug by Ehrlich in 1909, but, given its cost, its use (in the form of intravenous injections) was at first confined to British soldiers. It probably contributed to, but came too late alone to have caused, the striking decline in the incidence of venereal diseases among British soldiers in India between 1895 and 1914. 23 By the 1920s the use of salvarsan and neo-salvarsan was increasing, but some doubts were expressed about their safety and their ability to effect a lasting cure for syphilis. 24 The military authorities in nineteenth-century India did not rely solely upon mercury to try to deal with STDs in the army. From about the 1780s onwards lock hospitals were used to confine and treat prostitutes associated with the army and found to be suffering from STDs. In the Madras Presidency, for instance, there were up to a dozen such hospitals between 1810 and 1812: they treated nearly 1,600 women a year and claimed to "cure" 85% of them.25 But the career of India's lock hospitals was always controversial: they were for ever being abolished and then restored when no other adequate or more acceptable means of medical policing could be found. 26 The military authorities found it preferable to tolerate, and even in effect to regulate and license Indian prostitution in the cantonments as a way of exercising some form of medical and disciplinary control over their troops and as a cheaper and more convenient alternative to a substantial increase in the number of soldiers' wives allowed "on the strength". To deny soldiers any kind of outlet for their sexual energies was thought impractical and dangerous to their physical and mental health. Thus rather than attempt to suppress prostitution in and around the army barracks, lock hospitals were reintroduced in the 1860s through a series of cantonment acts in an attempt to combat rising levels of venereal disease. These measures were consolidated in the Contagious Diseases Act of 1864 which followed the lines of similar legislation in Britain, but this proved highly contentious. The Act was attacked by critics in Britain as well as India for effectively licensing, and thus approving, prostitution and for causing needless harassment and indecent outrages to the modesty of innocent women. But, moral issues apart, many doctors in India doubted the efficacy of lock hospitals: the incidence of STDs among soldiers continued to rise despite the regular inspection and confinement of infected prostitutes and the "cures" supposedly effected may only have been due to the temporary disappearance or suppression of the symptoms of the diseases. 27 The As already indicated, the growth of a woman's health movement was responsible for important new initiatives in the investigation and treatment of STDs. The Dufferin Fund had been set up in 1885 to provide "medical aid" for the women of India and in the course of its work it brought to light the extent of venereal infection among women. The Women's Medical Service, founded in 1914 as an offshoot of the fund and with increased state support, tried to take up this issue in a more systematic way. In 1918 Dagmar F. Curjel of the WMS conducted an investigation into STDs among Indian women and her report provided much anecdotal evidence for the prevalence of STDs and their effects. One outcome of this was the introduction of special courses for medical women to improve their knowledge of STDs and to familiarise them with current treatment techniques." But further progress had to wait until after independence.
After the introduction of salvarsan 40 years earlier, a further therapeutic breakthrough came only with penicillin, which, by 1954, India was producing for its own use. But, since STDs were a low health priority in India immediately after independence, little advantage was taken of this: state governments were preoccupied with "health problems of [a] more pressing nature", and hence "facilities for case-finding, contacts tracing, follow up and welfare work suffered." It was somewhat naively hoped that an act for the "suppression of immoral traffic" (passed in 1956) would itself have a "beneficial effect on checking the spread of venereal disease through prostitution."'2 The Government of India's first five-year plan (1951-56) virtually ignored STDs, and only with the second, in 1957, were they brought into the mainstream of government health planning and funding. A Central Venereal Disease Organisation was established at a cost of Rs. 5,867,000 with the promise of improved diagnostic and treatment facilities, new epidemiological control measures and a health education scheme. STD clinics, hitherto a rarity, were to be established at both state and district levels. In 1960 there were two state and 20 local clinics. By 1965 the number had risen to five and 66 respectively and they were treating some 236,000 patients annually. Further additions to the programme were made in the fifth and sixth five-year plans. 3 Social, cultural and economic dimensions As elsewhere in the world, AIDS in India has been a powerful reminder of the social and cultural context of disease in general and of sexually-related diseases in particular. Influential factors here range from the physical and cultural environment and behaviour patterns of a society (or of specific groups within it) to the ways in which subjective understandings or "constructions" of disease shape public attitudes and inform state policies. 34 The nature of prostitution in India and attitudes towards it (a subject too vast and complex to be discussed here) are clearly of considerable importance in attempting to understand this aspect of STDs in nineteenth and twentieth-century India. Marriages between older men and sexually immature girls were sometimes cited as a reason why many men sought the company of prostitutes, with the result that both they and their childbrides in turn became infected with venereal diseases. Prostitution itself has long had an ambivalent status in India. It was sanctioned by certain indigenous religious and social practices and, as in the case of the army, partly condoned by the colonial administration. At the same time prostitutes often served as the vehicle for the expression of deep-seated racial and cultural prejudices. In colonial medical and administrative culture Indian prostitutes were condemned not just for the "immoral" nature of their profession but also in the belief that they were the means by which venereal and other diseases (such as typhoid) were communicated to otherwise "innocent" European soldiers and civilians. Indian culture has long had a place for female temple servants (devadasis) and for courtesans who were also singers and dancers: the dividing line between their religious and cultural functions and frank prostitution has often been obscure. But There is also an important socio-economic element here. Although STDs like syphilis and gonorrhoea may not normally be directly related to poverty and malnutrition, they are certainly not unrelated. The famines which were such a frequent and devastating occurrence in nineteenth-century India (and again in Bengal in 1943) broke up families and drove women from the countryside into urban prostitution. Not only did they themselves fall prey to STDs: it was also noted that the incidence of such diseases among soldiers rose markedly in famine years because of the influx of unregulated women offering themselves for prostitution at military barracks and cantonments."6 The scale of prostitution in Bombay today remains a crude human index of the extent of the poverty in Indian society, as well as of the continuing humiliation and exploitation of women. But the spread of AIDS in the city also reveals another socio-economic strand. In order to live poor city-dwellers sell their blood to clinics and hospitals: controls have been inadequate to prevent AIDS-infected donors from continuing to supply blood, thus This review of STDs in nineteenth-and twentieth-century India suggests that in the past-for a variety of social and administrative reasons-there has been a great reluctance or inability adequately to address the problems posed by such diseases. To the considerable obstacles of cultural and social taboos have been added the limited concerns of colonial and post-colonial governments and the sheer difficulty of monitoring-let alone treating-STDs. In India other, more evidently lethal, diseases have commanded a much higher public profile, and a correspondingly greater degree of state and professional concern. The difficulty of tackling AIDS today is partly due to the very different nature of the disease but it is also a legacy of that long-term problem. Moreover, in India, now as in the past, the sheer scale of health problems and the paucity of resources present major obstacles: poverty contributes both to the spread of a disease like AIDS and makes its containment or eradication even harder than in the affluent West.
